MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF .DEATH - —63._0
DEPARTMENT OF PUBLIC HEALTH AND UELF ﬂ

) STATE FILE NUMB
DO 'NOT WRITE AMEI‘IDED Registration District No: Primary Registration District. No. .g_a__?_)‘__l_-_ﬂegimar'l No. ___7___é_____,____ ER

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before

a. COUNTY. GRUA/O// s. STATE M D b, COUNTY G'A?U/VD}" admission)

b, CITY [tf outside corparate lichits, giva TOWNSHIP only) Length of stay in 1b c. CITY tnside Limirs

O T T oA oW g plekARD Yer [ No O

< ﬂg.épl;dﬁ\\TEogF (1f NOT in heospital, give locaticn) inside Limits d. Asl;%iEEES {If cutside, give location} Reside on Form
\‘esw Noi Yes [J No [

INST!TUTION] “E E EEZ !! 0 EIAL”QS D/rAL

3. NAME OF DECEASED First - Mlddle Last 4. DATE Month . ~  Day Year

TR GRWER  CLEVEIAND CARDMILL | "™ pasR 27 (763

5. SEX 6. COLOR OR RACE 7. Morried [0 Mever Morried (] |8. DATE OF BIRTH | 9 AGE (Jast Birthday) | IF UNDER | YEAR IF UNDER 24 HE

,4 ya =~ _W ﬁlfTE Widowed Divorced [ M’V“ 23- ]82?3‘ 77_ 4/_ 4 Months | Days I Hours Min,

T02. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

dwyzo%ofow%kinq life, aven if retired) S'P/'-c /‘/ARD MD U SA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME t4. NAME OF AUSBAND OR WIFE

JoAN CARTMILL MARYy MEARS Sy V/}4 CARTM:'I-L.

15. WAS DECEASED EVER_IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT

(Yes, no, %/unoknnwnll {If yes, give war or dates of servi G_AK”,E GA RTM j,&[.. 5}2/ ck’A E,D M b

IB CAUSE OF DEATH (Enter: only one cauie per line INTERVAL BETWEEN
‘PART I. DEATH WAS CAUSED BY: ONSET AND .DEATH

VS5 300
Rev. 4/59

'oyos
2p400..

DATE AMENDED

ol | & W

0 @ |~

IMMEDIATE CAUSE (a] W"M ] ’ - Gibgad - Yodo Lorerite -

DOCUMENT

Conditions, if any, DUE TO'(b} M/‘M - ,&é&bﬁﬂ__- tL&éP/wﬂd/

which gave rise to

above cauze a},

stating the u

lying cause Ias1 DUE TC (c)

PART H. OTHMER SIGNIFICANT CONDIT!ONS CONTRIﬂUT!N(-}VTO DEATH but not related to the terminal PART l11. If deceased was female was
disease condition given in PART |- (a) there a pregnency in last 90 days.

[T ves I 3 Ne l O] Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED, (Enter nature of injury in PART-1 or PART 11 of Item 18.)
PERFORMED? (m} a w] -

YES 0 NO O

20c, TIME OF Hout Month, Day, Yesr
INJURY am.
p.m.
20d. .INJURY OCCURRED 20e. PLACE OF INJURY (s.4.. in or about home, | 20f.. CITY, TOWN, OR"LOCATION
T WHILE AT WORK [J farm, factory, street, office bldg., aic.)
NOT WHILE AT WORK []

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

‘aneh  i4%- 1963 mw 29.1963 and last saw :f,; alive un__éz' B-i163
L3 £2 m on. the date stated above, and o fhe best of my knowledge. from the causes.stated.
226 DATE 5|GNED

22a. SIGNATURE / é& (Degres or Y%Q' | 22lii. f{;D‘RESS ; ?77’ . . ‘3

23s. BURIAL, CREMATION, 23k, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or,county} {State)

észojv?:\: (’s}p-mm _ 50_1%3 @ = é + i l rff— ga. Mo
24. FUNERAL DIRECTOR . . ADDRESS 25. DATE R%CD 8Y LOCAL REG. | 24, EGVISTRAR'S SIGNATURE '0’
WIS E Ful ERAL HomE SpickakD Mo | F ;la_-és_qsif/n—ﬂ G

(Licensed Embalmar‘s Statement on Reverse Side}

21.. 1 attended ‘the decessed from.

DCeath occurred ar.

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




" STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision. e
ot o (520 D

Student.
i.icensed Embalmer No. 37?/

P. O. AddressMZﬂﬂ_

Signsture of Student Embalmer

Note: The sbove MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the above constitutes grounds for revocation of license). .

{f embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1f this body is not embalmed, fact should be so stated above.




